On examination, positive clinical findings were confined to the posterior endolarynx, where a granulomatous lesion was seen at the posterior commissure. Investigations, which included routine haematology, erythrocyte sedimentation rate, and chest x ray, and the tuberculin skin test and direct examination of repeated specimens of sputum for tubercle bacilli, all gave negative results. A presumptive diagnosis oflaryngeal tuberculosis was made, with neoplasm and syphilis being considered as alternative diagnoses. The patient was admitted for examination and biopsy under anaesthesia. At endoscopy (performed by Dr R Kato), hypertrophic granulomatous lesions were observed along both vocal cords. The posterior laryngeal commissure showed mucosal ulceration and erythematous changes. The epiglottis and aryepiglottic folds were normal, but the arytenoid folds were oedematous. Cord mobility was restricted because of the granulomatous changes. The pyriform sinuses and the mucosal surfaces of the lateral pos-
terior wall were clear. The clinical impression was one ofchronic laryngitis due to granulomatous or neoplastic disease.
Histological examination of biopsy specimens from both vocal cords showed extensive necrosis and breakdown of the covering epithelium. The deeper portions were represented by granulation tissue, which included demarcated granulomas composed of epithelioid and Langhans' giant cells with central caseous necrosis. In addition, a dense lymphocytic infiltrate was present. No tubercle bacilli were detected (fig 1) . The findings were thought to be consistent with tuberculosis. In view of the repeatedly negative results from sputum, tuberculin skin test, and chest x ray, this diagnosis was in some doubt. After discussion with the department of internal medicine, however, antituberculous treatment was nevertheless started. The patient was given ethambutol, isoniazid, and rifampicin, but without improvement.
At that time the Venereal Disease Research Laboratory (VDRL) test was found to give a positive result, but this was dismissed as a casual finding. Further testing, however, showed positive reactions to the Treponema pallidum haemagglutination assay (TPHA), the fluorescent treponemal antibody, absorbed (FTA-ABS) test and to the VDRL at a titre of 1/128. The diagnosis was then changed to that of endemic syphilis (bejel). X rays of the long bones of the patient's legs and hands showed osteoperiostitis, a probable effect of bejel on bone, which strongly supported the diagnosis. The biopsy specimen was reinvestigated in Oxford, where silver impregnation showed organisms like Treponemapallidum (fig 2) 
